capillary oozing may take place. There is no valid reason, beyond the convenience of the anasthetist, for the passage of an endotracheal tube.
If a tube is passed then the insufflation technique should be employed with a relatively small tube, provided that an adequate oral airway is in position. A simple calculation shows that a No. 10 oral tube does in fact, from the cross-section of its rubber wall, obstruct the airway by 38 %.
In this respect my preference is for the original intravenous anwsthetic introduced in 1933, hexobarbitone (Syn Evipan) though Lee (personal communication) prefers intermittent injections of 2 to 3 mg of heroin. Hexobarbitone keeps patients asleep for a longer period of time and at a lighter level of anaesthesia than any other intravenous anesthetic. In the absence of trauma patients often stay asleep on one injection of 1 g for as long as 3 hours and can be readily awakened by sponging the face with cold water. In my experience 40 % of patients wake on the operating table when surgery is over and breathing exercises which are pain free can be commenced at once. At a time of stress it is manifestly better to allow a patient to inhale his physiological mixture of gases, namely air, rather than some unphysiological mixture out of a Boyle's machine. I would like to end on a more human notesometimes unexpected benefits are obtained.
There was the man who insisted on retaining his catheter for 7 days after a hemicolectomy despite efforts to remove it and who, on being told that he could not have wound pain after a week, replied: 'I knoW doctor, but it is doing my rheumatism so much good'. And it is pleasant to see a patient regain consciousness on the operating table and shake hands with the surgeon, one lady going so far as to insist on kissing him. I know that the majority of anwsthetists probably use a relaxant technique with a ventilator in abdominal surgery but if you want to do the best for your patient and provided the indications are present, both for the operation and for postoperative pain relief, you will consider the advantages of an epidural block. 
Problems of Organization
The primary object of organization is to enable anaesthetists to give safe anesthesia to patients undergoing surgery as day patients. Secondary objects are to give these anesthetics economically, not only financially, but also in terms of the time of aneesthetic staff, and with the minimum of anxiety to all concerned, including the patient.
The organization of departments which appear to be far removed from the operating theatre has to be considered. These include the ambulance service, the radiological and hematological departments, the pharmacy, the day ward staff and, by no means of least importance, the portering staff who bring and fetch from the day theatre. All this applies equally to those hospitals where day surgery of necessity involves the main theatre and ordinary ward nursing staff.
Surgical Considerations
Before any day-case surgery is done under general anaesthesia the surgeon should be asked to think about various factors. First, whether he intends to do a whole operating list or single cases; if a whole list is to be devoted to such cases they should fill a whole session. If an anesthetic department supplies an anmsthetist for such a list the surgeon should see that he is adequately occupied. If single cases only are to be done the surgeon must be asked to do them early amongst his usual morning inpatient operating list, and not in the middle of his 'lumps and bumps' outpatient list done under local aneesthesia. No anaesthetic department can afford an extra anxsthetist for a single case. Secondly, the surgeon should be asked to consider the magnitude of the operations to be performed and to ensure that the operator is of sufficient calibre. Thirty minutes anesthesia is enough for a day case and junior surgeons in training are often not rapid enough to complete operations within this time. Thirdly, before daycase surgery is ever started, the surgeon must be told that during holiday times day-case operating lists would be the first to be cancelled (with due notice) unless suitable anaesthetic locums are available.
Next, the surgeon should be asked to look at each patient socially and medically before he puts them on a day-case waiting list. He should question the patients' home conditions, and anyone living alone or with no suitable person to look after them should not be considered. In addition, he should be asked not to require general anesthesia for the old and the chronically ill as day cases.
The Routine
The organization of the day patients at Peterborough District Hospital is as follows. The linchpin is the nursing staff, success depending on their knowledge and organizing ability. Fourteen days before the operation the patients are written to by the ward sister and are told the date and time of the operation, where to come and what to bring. They are asked to go as soon as possible to their general practitioner with a form on which he writes details of any drugs the patient is being given; this form also informs him of the date of operation. Patients are then asked to come seven days before the operation, with this form, to see the ward and get to know the staff. They are told exactly what will happen and are warned about eating and drinking on the day of operation, and about not being able to drive themselves home on that evening; and they are advised whether or not they need the ambulance service to transport them to and from the hospital. They are sent for a chest X-ray and a hxemoglobin examination. The radiological and hoematological departments allow the ward sister or her deputy to sign the form for these routine investigations and the reports are returned to the ward. If an abnormality is reported, the anesthetist concerned is informed and he decides whether the operation is to go ahead or if further investigations or inpatient treatment would be more suitable.
On the day of the operation, the patients arrive in good time, half an hour before an operating list starts. The nursing staff take their blood pressure, pulse and temperature and examine their urine. It is now that the anesthetist meets and examines patients for the first time. As he has to make important decisions in a short time he must be of some experience and we think should always be a consultant.
During a day-case operating list, the commonest upset in organization is an insufficient number of porters. The hospital administration must be informed that these lists consist entirely of short cases and thus, to prevent delay between cases, several porters are needed to move the patients. Similarly, the operating theatre must have many prepacked sterilized instrument sets so that operations may follow on easily. An anesthetic recovery room, suitably equipped and staffed, is as necessary near a day theatre as in the main theatre.
All day-case anxsthetics should be in the morning. The duty anesthetist should look at the patients in the afternoon to see that they are in reasonable condition. At this visit it can be confirmed that they have been supplied with analgesic drugs. The pharmacy has had to be persuaded to issue these drugs to those who are, in effect, outpatients.
The organization outlined has been worked out by all the anesthetists giving such anaesthetics, and by the sister and staff in the day ward. The radiological, hematological and pharmacy departments have all cooperated excellently. The ambulance service has been particularly reliable.
The main problems have been: (1) too few experienced aneesthetists available during the summer months; (2) There is little information on the recovery period following day-case surgery. Sutherland & Horsfall (1961) found a high incidence of nausea and vomiting after outpatient surgery for varicose vein stripping and inguinal herniorrhaphies. Fahy & Marshall (1969) reported a 44.9% incidence of symptoms attributable to general anesthesia for outpatient procedures. The aim of the present study was to estimate the postoperative morbidity in outpatients.
Method
One hundred patients attending hospital for daycase surgery were investigated. All received preoperative instructions regarding food, fluids and driving. No premedication was administered and every patient received a simple anesthetic of propanidid, nitrous oxide, oxygen and halothane. The patients completed a questionnaire 48 hours after the operation and a 99 % return rate was achieved.
Results
Of these patients, 31 % journeyed home unaccompanied and 9 % drove themselves home.
